INTRODUCTION
Drainage is considered "de rigeur" by most surgeons following hepatic resection. A significant proportion of post operative complications after resection of hepatocellular carcinoma (HCC) in cirrhotic patients results from ascites formation and leakage through or around abdominal drainsv6. This requires intensive supportive medical therapy, prolongs the postoperative hospital stay, and may lead to infection and death.
Our experience has been similar and avoiding complications related to an ascitic leak has become a prerequisite with increasing surgical experience7. Surprisingly, this has not been clearly emphasized by others and no simple solution to this critical problem was apparent in the large Eastern experience8-2. Since June 1986, because of complications secondary to postoperative drainage of ascites, we have elected to abstain from abdominal drainage after liver resection in cirrhotic patients. The aim of this paper is to evaluate the results of this non drainage policy. Non anatomic resection 2 5 a-Three patients underwent more than one resection (2 had 2 resections, 1 had 3 resections).
b-Resection of segments V, VI, VII. There were two groups according to the use of abdominal drainage. 
DISCUSSION
Abdominal drainage has so far been "de rigueur" following liver resectionTM. This has been motivated by the high risk of postoperative complications and in particular bleeding, bile leakage and subphrenic abscesses.
Ascites formation occurs in two thirds of cirrhotic patients after abdominal surgery17. It is a source of major complications resulting from prolonged and abundant drainage of fluid and proteins and from infection Formation and drainage of ascites is an important cause of postoperative mortality in patients with cirrhosis and abdominal surgery19. This is also the case after resection of HCC in these patients1-6. Our abdominal surgery experience in patients with cirrhosis and ascites has led us to reassess our use of abdominal drainage. It has been successively abandonned following portacaval shunt2, Sugiura's operation 21 and intestinal surgery in cirrhosis 22 with a low rate of abdominal complications. Our high rate of postoperative complications related to draining ascites after resection of HCC in patients with cirrhosis has now led us to stop routine drainage in these patients. This is not a controlled study and the groups are not exactly comparable, one being a historical control and the second has had the technical benefit of greater operative experience. It is, however, noteworthy that after liver resection cirrhotic patients without drainage had no complications related to ascites and had a significantly shorter, on average 12 days, postoperative hospital stay. It is interesting to note that in one patient abdominal drainage did not prevent a subphrenic hematoma. Postoperative accumulation of ascites was never clinically significant in patients without drainage and diuretics or paracentesis were not necessary in any patient in this group. Since 
